A CASE  OF  PARENCHYMATOUS  KERA- 
TITIS IN  ACQUIRED  SYPHILIS.* 

By  BURTON  CHANCE,  M.D., 

PHILADELPHIA. 

ASSISTANT  SURGEON,  WILLS  HOSPITAL. 

Occasionally  we  see  cases  of  parenchymatous 
haze  of  the  cornea  in  individuals  of  thirty  or  up- 
wards, who  claim  that  they  have  always  been 
robust ; whose  family  history  is  vigorous ; whose 
persons  are  not  blemished  by  the  facies  of  inherited 
syphilis,  when,  in  spite  of  this,  one  feels  justified  in 
assuming  from  the  appearance  of  the  cornea  that 
luetic  infection  is  at  the  bottom  of  the  disease,  and 
especially  so  when  the  disease  ends  promptly  after 
brisk  mercurialization.  Interstitial,  or  parenchyma- 
tous, keratitis  due  to  acquired  syphilis  was  regarded, 
in  my  early  days  at  Wills  Hospital,  as  problematical, 
and  American  writers  on  the  subject  were  indeed 
very  few  in  number  prior  to  1900.  Since  then, 
however,  numerous  instances  of  the  disease  have 
been  recorded  with  indubitable  evidence.  Last  year 
two  important  reviews  were  published  (by  A.  E. 
Davis,  at  the  Chicago  meeting  of  the  American 
Medical  Association,  and  John  T.  Carpenter,  at  the 
meeting  of  the  American  Ophthalmological  Soci- 
ety) which,  to  my  mind,  have  fixed  the  subject 
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definitely  as  an  ophthalmologic  entity;  and  by  the 
recital  of  five  additional  cases  these  authors  have 
amply  justified  the  contention.  Each  author  begs 
that  forgotten  cases  may  be  recalled  and  that  Amer- 
ican surgeons  report  any  they  may  have  had  so 
that  doubt  on  the  subject  may  no  longer  exist.  Hos- 
pital records  are  so  incomplete  and  often  so  abruptly 
cut  short  that  one  gets  from  the  study  of  them  only 
the  most  unsatisfactory  results.  In  all  the  years  I 
have  been  connected  with  the  hospital  I have  seen 
there  only  one  case  and  none  in  my  private  practice. 

The  present  case,  which  Dr.  Schwenk  very  gen- 
erously allows  me  to  report,  is  undoubtedly  one  of 
specific  infection.  Our  opinion  at  the  time  the 
patient  attended  the  hospital,  however,  was  formed 
solely  because  of  the  accompanying  symptoms. 

The  patient  presented  herself  at  the  hospital  in 
February,  1900.  She  was  tall  and  of  large  frame, 
and  apparently  was  a healthy  woman.  She  came 
from  one  of  the  quiet  towns  in  the  interior  of  Penn- 
sylvania. She  was  twenty-four  years  of  age  and 
had  been  married  a year  or  so.  She  had  one  child, 
a well-developed  nursling.  The  woman  stated  that 
at  about  the  time  the  baby  was  born,  in  November, 
1899,  her  left  eye  became  reddened,  tears  flowed 
rather  freely  and  her  sight  was  foggy.  There  was 
but  little  pain,  and  after  a while,  in  the  midst  of  her 
new  cares,  the  symptoms  gradually  disappeared  or 
became  less  noticeable.  In  January,  1900,  how- 
ever, three  weeks  before  coming  to  the  hospital,  the 
symptoms  returned  with  increased  severity.  After 
a few  days  there  came  a lull,  but  three  days  before 
we  saw  her  they  returned,  and  this  time  with  great 
pain. 

Upon  examination  there  was  found  intense  tarsal 
and  bulbar  injection  with  deep  ciliary  congestion 
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and  tenderness.  The  cornea  was  steamy,  the  an- 
terior chamber  deep,  and  the  iris  discolored,  the 
pupil  3 mm.  and  fixed.  Atropine  solution  was  re- 
peatedly instilled,  which  after  some  time  effected 
irregular  dilatation,  disclosing  several  posterior 
synechias.  The  vision  of  the  right  eye  was  5/10;  of 
the  left  5/35.  Ophthalmoscopically  the  right  disk 
showed  a very  deep  cup,  yet  the  fundus  was  appar- 
ently healthy.  The  left  cornea  was  too  hazy  for  a 
satisfactory  examination.  The  pupil  was  occupied 
in  the  lower  part  by  a tough  exudation.  Atropine 
was  prescribed  for  frequent  use  and  mercuric  bichlo- 
ride and  potassium  iodide  in  full  doses.  After  two 
days  the  lids  became  edematous;  the  ciliary  injec- 
tion most  intense.  The  cornea  was  now  seen  to  be 
pervaded  by  a dense  haze  which  was  caused  by  a 
fine  granular  infiltration  of  the  parenchymatous 
lamina.  The  superficial  lamina  was  not  so  edema- 
tous as  at  the  earlier  examination,  yet  a clear  view 
of  the  iris  and  deeper  structures  could  not  be  ob- 
tained. The  pupil  had  become  larger,  the  nasal 
border  of  the  iris  was  narrower  than  that  of  the 
temporal,  for  there  it  was  tightly  adherent  to  the 
lens  capsule,  which  was  studded  with  small  masses 
of  uveal  pigment.  I leached  the  temple  and  ordered 
iced  compresses  to  be  applied  incessantly.  In  two 
days  there  was  a marked  reduction  of  the  edema 
and  superficial  congestion,  and  in  ten  days  the  most 
observable  sign  was  the  diffuse  opacifaction  of  the 
cornea.  Through  the  periphery  of  the  cornea  a 
satisfactory  view  of  the  fundus  was  obtained. 
There  were  no  gross  changes  noted,  though  the  ves- 
sels were  remarkably  tortuous. 

The  patient  at  this  time  complained  more  or  less 
of  sore  throat  and  of  some  discomfort  in  the  nasal 
chambers.  She  was  thereupon  sent  to  the  Rush  Hos- 
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pital  for  Consumptives  and  Allied  Diseases,  where 
she  was  examined  and  treated  by  Dr.  Henry  J.  Off, 
who,  on  March  I,  1900,  wrote  to  me  that  he  had 
found  a large  perforation  in  the  nasal  septum  and 
specific  erosions  in  the  larynx.  Mercurials  and  the 
iodide  were  given  in  increasing  doses.  On  March 
8 there  was  noticed  in  the  lower  outer  quadrant  of 
the  cornea,  near  the  limbus,  a small,  macerating 
ulcer.  This  was  thoroughly  cauterized  with  car- 
bolic acid  and  after  three  days  the  epitheliurS  became 
restored.  The  iodide  solution  was  again  increased, 
the  exact  dosage,  however,  was  not  recorded,  but  on 
March  20,  six  weeks  after  the  patient  was  first  seen 
by  us,  the  cornea  had  cleared  so  markedly  that  a 
testing  of  the  vision  showed  so  great  a gain  that 
with  weak  spherocyclindrical  combinations  the 
result  yielded  5/5  in  each  eye.  The  patient  had  been 
greatly  reduced  during  the  course  of  the  disease,  but 
now  regained  so  much  that  she  believed  herself  well 
and  abruptly  left  the  city.  We  have  not  heard  from 
her  since. 

This  was  evidently  the  first  serious  disease  of  the 
eye  the  patient  had  had.  There  were  no  signs  of 
any  dyscrasia  nor  of  previous  inflammation,  and  the 
disease  had  come  on  insidiously,  without  marked 
symptoms  and  was  confined  to  one  eye.  At  first  the 
cornea  contained  a number  of  grayish  punctate 
opacities,  scattered  through  the  parenchyma,  which 
later  became  more  numerous  in  the  center  and 
shortly  were  formed  in  a solid  sheet  so  that  the  cor- 
nea became  quite  opaque.  There  was  but  scant  vas- 
cularity of  the  cornea  and  but  little  lacrymation  and 
pain.  In  nine  weeks  from  the  commencement  of 
the  attack  the  cornea  regained  sufficient  transpar- 
ency to  afford  a satisfactory  examination  of  the 
fundus,  where  except  for  dense  iritic  adhesions  to 
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the  lens,  the  exterior  of  the  eye  was  apparently 
healthy,  and  the  patient  discontinued  visiting  the 
Hospital. 

As  in  Collins’  case,  the  cornea  in  this  patient  be- 
came ulcerated ; and,  in  keeping  with  the  details  in 
certain  of  the  reported  cases,  there  were  ulcerations 
in  the  nasal  and  laryngeal  cavities.  There  was  dis- 
tinct iritis  at  the  start,  but  at  no  time  were  there 
evidences  of  involvement  of  the  choroid  of  either 
eye.  It  was  impossible  to  obtain  a satisfactory  or 
even  trustworthy  history  of  syphilitic  infection. 
The  patient  was  high  class  and  most  intelligent,  and 
declared  she  had  been  in  perfect  health  up  to  the 
birth  of  her  child.  It  may  be  assumed,  therefore, 
that  the  infection  had  taken  place  within  two  years 
prior  to  the  outbreak  in  the  cornea.  So  prompt 
was  the  recovery  of  the  patient  after  the  administra- 
tion of  mercury  and  the  iodide,  that  we  allowed  our 
faith  in  the  empiric  “therapeutic  test”  to  rule  us,  in 
assuming  it  to  be  a genuine  case  of  syphilitic  in- 
fection. 
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